Abstract
INTRODUCTION

35
Globally, head injury is recognized as a major public health problem worldwide and it is associated with 36 high morbidity and mortality both in developed and developing countries [1, 2, 3, 4, 5] . The causes and 37 pattern of head injuries reported in literature vary from one part of the world to another partly because of 38 variations in infrastructure, civil violence, wars and crime [6] . In developing countries, injuries such as 39 head injury are due to increase in urbanization, civil violence, criminal activities, ethnic and communal
40
clashes and a surge in terrorism.
41
Road traffic accidents (RTAs) are the commonest cause of blunt head injuries and are especially 42 common in teenagers and young adults in developed and developing countries [5, 7, 8, 9] even though 43 falls have been reported as the major etiological factor in some developed countries [1, 10] . While some
44
have reported falls to be responsible for the next largest group of injuries [4, 11, 12] assaults have been
45
reported as the second most common etiology of head injury after RTAs by others [5, 13, 14] .
46
Furthermore, in developed countries, falls are more common at the extremes of age [1, 15] but in developing countries there is a preponderance of falls among children in the first decade of life [9] .
48
Alcohol has been shown to be a contributing factor in approximately 40% of all severe head injuries [8, 49 12].
In the United States (US), the incidence of head injury at an Emergency Department was reported to be 51 394 per 100,000 people, male: female ratio was 1.8:1 and mortality rate 19.3 per 100,000 people [1] . The 52 leading causes of traumatic brain injury (TBI) were reported as fall (28%), motor vehicular traffic crash 53 (20%), assault (11%) and others (41%). The attendance rate of head injury in another study carried out at 54 an Emergency Department in a United Kingdom (UK) constituted 3.4% of the total attendance and the 55 incidence was 453 per 100,000, with males having a higher risk for moderate to severe head injury than 56 females [15] . In Nigeria, an incidence rate of 2,710 per 100,000 each year has been reported by Emejulu 57 et al. [9] . Adeolu et al. [16] showed that motor vehicular accident (MVA) -both passenger and pedestrian,
58
and fall were the leading etiological factors, accounting for 73.4% and 16.4%, respectively. Also a higher 59 incidence of head injury in the 21 -30 and 1 -10 year groups respectively has been reported in Nigeria 60 [9, 17] , Malawi [18], Kenya [13] and Tanzania [5] . The prevalence of fall as the dominant etiological factor 61 in the first decade of life in regional studies [9, 18] raises concerns about surveillance and supervision of 62 this age group.
63
The effectiveness and efficiency of any accident prevention programme depends on an adequate and up-64 to-date epidemiological database. At the moment, Nigeria does not have a comprehensive 65 epidemiological database on head injury [9] , thus making it difficult to appreciate the depth of the problem 66 in terms of the scale, distribution, determinants and socioeconomic bottlenecks associated with it. This 67 impedes development of evidence based strategies for prevention of this injury and assessment of the 68 success of any injury reduction strategy put in place [9] . It is therefore necessary to carry out researches 
72
The aim of this study was to define the risk factors associated with head injury among trauma patients 73 presenting at our Accident and Emergency Department in Jos over 12 months.
74
METHODS
75
This is a retrospective study of some demographic variables in all the patients that presented at the 
93
In this study, head injury was defined as both blunt and penetrating injuries affecting the cranium and its
94
contents. The severity of head injury was assessed using Glasgow Coma scale (GCS) taken on 95 admission and patients were classified as GCS of 13-15, 9-12 and 3-8 for mild, moderate and severe 96 head injuries respectively. Furthermore, depending on the time elapsed before admission at the Accident
97
and Emergency unit, head injury was also classified as acute (less than 72 hours) or chronic (greater than 98 72 hours) and whether they were open or closed.
3.
RESULTS
100
A total of 3282 patients were admitted during the study period of whom 428 (13.0%) had head injuries. 
194
Globally, head injury has become a public health concern and should rightly be treated as an emerging 
200
The majority of patients in our study were young adults with males outnumbering females. These findings 201 are comparable with previous studies which reported high male to female ratio [4, 5, 8, 12 , 19] and a
202
preponderance of head injuries in the young adult age group [4, 5, 7] . Interestingly, the peak age 
211
RTA's have been reported to be the commonest cause of head injuries in most studies as supported by 212 the present study [4, 5, 6, 8, 12, 19] . It is however at variance with other studies which reported fall as the 213 commonest cause of head injury [1, 10] . This is plausibly due to differences in geography, availability of 214 good road network, teaching and maintaining proper road safety standards etc. Also majority of those
215
involved do not observe the use of protective devices such as seat belts (93%) and crash helmets (none).
216
In Nigeria, the peculiar scenario is for drivers to wear seatbelts on sighting road safety officials, while it is 217 impossible for passengers to wear them because majority of taxis are overloaded (carrying two 218 passengers in the front seat and four at the back for the taxis). Adequate and conscientious education from road safety officials on the importance of donning seatbelts while driving will go a long way to 220 improve driver's attitude towards wearing seatbelts.
221
In our study as in others both internationally [15] and regionally [5, 16] Pedestrians knocked down by motor vehicles were the most common mechanism of RTAs in this study,
235
with children (1-10 years) and young adults (21-30 years) being the majority. Whereas Durkin et al. [20] 236 has shown that children between 6-10 years had the peak incidence of involvement in pedestrian road 237 traffic accidents, the preponderance of young adults in this study is thought provoking. Several reasons 
242
For the young adults, over confidence, lack of patience, poor judgements and road side hawking may be 
248
did not lay much emphasis on mechanism of RTA, it is imperative to bring these to limelight in studies
249
focusing on aetiologies of head injury. This will provide substantial evidence on which area of road safety 250 education and accident prevention to focus on for relevant government and non governmental agencies.
251
While putting blame on parents, children, socioeconomic, motorists and cognition for pedestrians' 262 Surprisingly, the mortality rate in our study was very low as compared to figures both locally and 263 regionally. While Emejulu and Malomo [4] and Emejulu et al. [9] have reported a mortality rate of 19.8%
264
and 5.5% respectively in Nigeria, a figure of 11.2% and 56.2% has been reported in Kenya and Tanzania
265
respectively [5, 25] . Wherefore some of the other studies were cross sectional, while others followed up 266 on patient to the point of discharge, ours was retrospective and did not take into account of the mortality 267 rate of those who were transferred to the ward. Furthermore, other factors that could lead to high mortality 268 rate such as severity of head injury (majority had mild closed head injury), extreme of age and associated 269 extra-cranial injuries were low in this study. 
LIMITATIONS
CONCLUSION
282
In summary, the risk factors for head injury in our environment were the male gender, driving a motor 283 vehicle, being in the 1-10 years and 21-30 years age group respectively, pedestrian and 284 ethnic/communal clashes and violence. Road traffic accidents remain the major etiology factor for head 285 injury, with young adult males in the productive age group being more susceptible. While the morbidity 286 from head injury in our environment was much higher than those in developed countries, mortality rate
287
was almost at par with those but lower than reports from ours and other developing countries. The impact
288
of head injury to the productive age group calls for concerted public health efforts to prevent economic 289 loss to the nation. This study also exposes poor attitude to wearing seatbelts and helmets, poor
290
supervision from adults on children, ineffectiveness and inefficiency of relevant road safety parastatals
291
and poor cum bad road construction by the government which adds to the burden of head injury in our 292 environment.
293
Also, in addition to proper road construction to include pedestrian walkways, public education on various 294 road signs and streetlights will go a long way to preventing pedestrian accidents. These is a need for
295
better trauma centers and optimally equipped health facilities to offer prompt care to victims after the 296 injury has occurred so as to reduce mortality rates.
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